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The 1996 Armed Forces Institute of Pathology fascicle briefly discusses the entity as a variant of sebaceous lymphadenoma (''lymphadenoma that lacks sebaceous differentiation''). 4 We report a case of lymphadenoma arising from the parotid gland.
A 74 year old man presented with a solitary mass in his parotid gland. A computed tomography scan suggested the possibility of pleomorphic adenoma. Fine needle aspiration was subsequently done, raising the possibility of a Warthin's tumour. A superficial parotidectomy was then carried out for a definitive diagnosis, including a small amount of sternocleidomastoid muscle to ensure clearance.
Grossly, the tumour was a well demarcated, solid grey/white mass measuring 1 cm in diameter. Microscopic examination revealed anastomosing islands of epithelial cells within a dense lymphoid stroma (fig 1) . A few glandular lumina and cysts containing dense eosinophilic secretions were seen at the periphery of the nodule. No sebaceous glands were identified. There was no evidence of cytological atypia or abnormal mitotic activity. On immunohistochemistry the anastomosing cells were positive for epithelial and basal cell markers (epithelial membrane antigen, MNF116, 34BE12, and S100). The absence of sinuses and nodal capsule excluded the possibility of the tumour arising from an intraparotid lymph node.
Ma et al in 2002 reported three patients with lymphadenoma of the salivary gland, all males, with ages ranging from 13 to 57 years. 5 They noted the difficulty of diagnosing this entity, as a result of the indistinct appearance without sebaceous cells. Therefore, other tumours such as Warthin's tumour, lymphoepithelial cysts, sebaceous lymphadenoma, metastatic carcinoma, and malignant lymphoma also need to be considered. 4 5 Proper recognition of this rare tumour is necessary to avoid confusion in the diagnosis. Our diagnosis in this case was confirmed by Chan, a co-author of the previously mentioned case report. Too few cases have been documented to comment on its behaviour.
Gastric precancerous lesion follow up based on pathological evidence
We read with interest the article by DinisRibeiro et al addressing the follow up of ''atrophic chronic gastritis and intestinal metaplasia (IM)''. 1 The authors conclude that: (1) ''in patients with atrophic chronic gastritis or with type I IM, a three yearly follow up could be suitable''; and (2) ''patients with type III IM may benefit from 6-12 monthly (follow up?)''.
How precancerous lesions are histologically assessed and followed up are fields of our interest and we would raise some methodological concerns about the published study.
In assessing atrophy, it would be advisable to adopt the classification(s) proposed by the current international literature. The original Sydney system was recently revised by a group of specialists in gastrointestinal pathology (including the authors of the original classification), prompting important changes in the previous diagnostic criteria. 2 3 The new version was also validated by testing its interobserver consistency. The adoption of such internationally shared criteria facilitates comparisons between studies.
As for the histological classification of dysplasia, the Dinis-Ribeiro study applied the Vienna criteria, which include category 4.3 (suspicious for invasive carcinoma) among the non-invasive neoplasia categories (NiN). From a biological standpoint at least, this category is quite distinct from the NiN categories. Recently, two classifications have been proposed for gastric NiN arising in the stomach; here again, adopting the World Health Organisation criteria would enable an easier comparison between this and other studies. 4 5 Finally, the authors report that the two pathologists assessing the slides agreed in 85% of cases; it would have been better to express interobserver consistency properly, in terms of K statistics.
To define the ''entry biopsy'' as ''first or intermediate'' is a contradiction in terms, which may introduce a bias in the calculation of the follow up time and which influences the validity of the results. The authors state that 144 patients were included in the study and, a few lines later, that 239 pairs of endoscopy biopsies were considered. In view of the fact that they also say that no less than two biopsy samples were taken at each endoscopy, the numbers become bewildering.
In dealing with precancerous lesions, extensive sampling protocols (always including the angular mucosa) are mandatory. 5 6 To say that ''more than 15% of patients had more than four biopsies for each endoscopy'' is not satisfactory, either for the patient's safety or for any speculation vis-à-vis the ''follow up model''-particularly because the follow up ranged from 3.2 to 36.2 months in 41 of the 144 patients.
An important outcome of the study would be the demonstration that low grade NiN can progress to more severe lesions (invasive or non-invasive?), but the clinical value of this observation is considerably reduced by the short follow up and the difficulty in correlating the number of biopsy samples (239) with the number of patients (144).
On the whole, we found the message emerging from the Denis-Riberio study a valuable contribution to our understanding of the natural history of gastric carcinogenesis. Our critical comments are intended simply as a reminder that caution is needed in recommending follow up protocols unless all the essential conditions can be met to support such recommendations. 
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The editors will decide as before whether to also publish it in a future paper issue. PostScript.......................................................................................... .... Despite these criticisms, there really is much to recommend this book, with handy chapters on laboratory safety, quality assurance, sterilisation and disinfection, enumeration of bacteria, and others, which are relevant to all laboratories. It would certainly be a worthwhile purchase for many laboratories (although not for virology laboratories: the book is a virus free zone), especially those where trainees are to be found. And flippers, springers, and hard swells? They are all types of can deformation produced by gas producing food spoilage organisms. If ever asked the question ''what are flippers, springers, and hard swells?'' in the pub quiz then this book, the eighth edition of a venerated text that first appeared in 1964, is where you should turn for the answers. The new edition has enlisted the help of an American editor and author in a bid to include a North American perspective and, although there are nods in this direction (NCCLS susceptibility testing-for example), this is essentially a text that will appeal to a mostly UK centric audience. The book acknowledges that many microbiology laboratories, clinical or otherwise, still rely to a very great extent on traditional hands on benchwork and the detail in which this type of working is covered has always been this book's strong point. However, in this new edition one senses a reluctance to bow to change and wave farewell to some old friends. Do we really need to know about the care and maintenance of glass Petri dishes (''still popular in some areas''); does anyone still use Stamp's method for preserving cultures or the Henry technique in isolating listeria? Nevertheless, the book does cover automated and molecular techniques, but some are given more weight than others-for example, there is an in depth discussion of impedance instrumentation, whereas real time polymerase chain reaction is dealt with in a single paragraph. Diagrams to illustrate the principles behind some less widely known techniques might also have been of value.
CALENDAR OF EVENTS
The book has never confined itself to methods used by medical microbiologists and has always placed a strong emphasis on techniques used in food, water, and environmental laboratories. This is no bad thing because there is a considerable degree of overlap between the disciplines-clinical laboratories may wish to perform air or environmental sampling when investigating outbreaks of nosocomial infection-for example, and biomedical scientists and medical microbiologists (especially those in training) would benefit from knowledge of how to assess foodstuffs for microbiological safety. Conversely, however, there are other areas where the clinical and non-clinical disciplines diverge a little too much, and the clinical fraternity is unlikely to find much interest in, for instance, performing spore counts on gelatin used in canned ham production or in sampling vats, hoppers, and pipework. Coverage of non-clinical methods has also encroached on the space devoted to culture and identification of medically important pathogens-methicillin resistant Staphyloccus aureus is breezed over in two short paragraphs and reference to glycopeptide resistance in enterococci is restricted to two statements that Enterococcus casseliflavus and Enterococcus gallinarum manifest low level resistance to vancomycin. Perhaps future editions of the book could have two iterations-one for food/ water/environmental microbiologists, with less emphasis on clinical methods, and one for workers in clinical laboratories in which the food and other sections are reined in to a more appropriate level. 23237455; Email: welcome@apaslindia2004. com; Website: www.apaslinzdia2004.com)
